ABTRACT A 67 year old man developed an oesophageal fistula after a pneumonectomy that was complicated by an empyema. An omental pedicle flap was brought through the diaphragm to repair the fistula and to fill the empyema space. The outcome was successful.
An oesophageal fistula is a rare but serious complication of pneumonectomy. Almost all reports recommend operative intervention, including closure of the fistula; its reinforcement with a pleural or pedicle muscle flap; and obliteration of the empyema cavity. We have used an omental pedicle flap for treatment of the fistula.
Case report
A 67 year old man with squamous cell carcinoma of the lung had a left pneumonectomy in December 1986. An empyema developed on the 13th postoperative day. After culture of the pleural fluid, which grew Staphylococcus aureus, Klebsiella oxytoca, and Serratia marcescens, pleural lavage and instillation ofappropriate antibiotics were started. After food debris was noted in the drained liquid on the 25th postoperative day an oesophageal fistula was confirmed by oesophagography (figure) and oesophagoscopy. Oral intake was stopped and nasoduodenal feeding using a DUO tube (Argyle) was instituted. Closed drainage, lavage of the empyema space, and oesophagoscopic application of fibrin glue all failed to close the fistula.
In April 1987 direct closure was attempted. The suture line was reinforced with an omental pedicle flap that also ifiled the empyema space. Recovery was uneventful and the patient has been well for 10 months.
Surgical technique The patient was placed in the decubitus position with the hips more or less horizontal. A posterolateral thoracotomy disclosed the empyema cavity, which was curetted and washed thoroughly. The peel around the oesophageal fistula was dissected carefully, and the fistula closed with 3-0 Vicryl in one layer. Laparotomy was then performed by a subcostal approach. The omentum was freed by dissection of the right gastro-epiploic artery, with preservation of the left gastroepiploic artery and the communications of the two arteries. This omental pedicle flap was brought through a 3 cm incision in the anterior part ofthe hemidiaphragm, to which it was fixed; it was then used to reinforce the suture line that closed the fistula and to fill the empyema cavity. A tube jejunostomy was made for postoperative feeding and chest and abdominal drains were left in situ.
Oesophagogram showing the oesophagealfistula communicating with the left pleural cavity (arrow The treatment for an oesophageal fistula consists of the control of infection, the nourishment of the patient, direct closure of the fistula, reinforcement of the suture line with a pedicle flap, and obliteration of the empyema space. Nutrition for the exhausted, emaciated patient should be by intravenous hyperalimentation or tube feeding. When the emphyema space has been decompressed and the patient is in optimal condition, the procedure of choice is direct closure and reinforcement of the suture line, which in the past has been done with a pleural' or intercostal muscle flap.6 The empyema cavity may also be obliterated by means of an intercostal or pectoralis muscle flap,7 or thoracoplasty according to some authors. 26 The omental pedicle flap described here fulfils two functions, reinforcing the suture line and filling the empyema cavity. Omentum is appropriate for filling the postpneumonectomy empyema cavity because it is bulky and rich in blood and lymphatic flow, and has the potential to prevent infection and to minimise the deformity of the chest. It has already been found useful in the management of bronchopleural fistulas.' Asaoka, Imaizumi, Kajita, Uchida 
